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CORRESPONDENCEIs It Right ASA Scoring to be Used in Identiﬁcation of
Nonoperated Patients?
Although with limited number of patients, we appreciate
the authors for their study investigating the rates of
rupture and mortality that was developed in inoperable
abdominal aortic aneurysm.1 First we wanted to state
a technical mistake in the paper that drew our attention.
Despite the total number of patients included in the study
is 72, there are 71 patients in Figure 1. Since the number of
patients is small, we believe that this missing patient
should be included in the relevant group. However, our
actual review about the article is that the authors grouped
the patients according to the ASA and gave the number of
deaths and ruptures of these groups. Several studies re-
ported ASA scoring to be effective both on anesthesic and
surgical outcome.2,3 However, we believe that this param-
eter which is used in preoperative risk scoring should not
be used to identify nonoperated patients. Already looking
to Figure 1, survival rate in the ASA 4 group (48%) is seen
to be unexpectedly higher than ASA 2 group (38%). This
shows us that evaluation of the risk for rupture and
mortality between ASA groups is meaningless. We would
want to say that we wonder about the views of the authors
on our this critics.REFERENCES
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Re. ‘Is It Right ASA Scoring to be Used in Identiﬁcation of
Nonoperated Patients?’
Sir,
We thank Dr Gokalp and colleagues for their interest in our
paper on palliation of aortic aneurysms. Our study con-
tained 72 patients however, we were unable to determine
cause of death in one individual as they died abroad and
therefore we were unable to include them in the analysis of
cause of death.
ASA grade has been used in many studies to stratify
surgical risk.1,2 ASA grade is only one factor considered in
our unit when deciding suitability for aneurysm repair and,
unsurprisingly, the majority of patients included in this
study were ASA-3 (41) or ASA-4 (22). Of the small number
of ASA-2 patients (8), ﬁve declined operative intervention,
some of whom would have been suitable candidates for
aneurysm repair, so possibly changing subsequent outcome
(25% of this cohort died of rupture). We therefore feel that
as the majority of this group in our study self-selected
themselves out of surgery, they cannot be seen as repre-
sentative in terms of outcome.
Following assessment by a Consultant Vascular Surgeon,
patients in our unit are subjected to CPEX testing and
Consultant Anaesthetist review. This was not consistent in
the early days of our CPEX programme but is standard
practice now. All these factors are combined to give
a deﬁnitive judgement on suitability for intervention at this
point in time. This can be revisited in the future if aneurysm
expansion shifts risk-beneﬁt ratio in favour of surgery.
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